Endoscopic submucosal dissection (ESD) of sizable early gastric cancers located in the upper third of the stomach is exceedingly demanding technically.[@bib1], [@bib2] This case report demonstrates a challenging gastric ESD that was efficiently executed by the effective use of tissue traction ([Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.videogie.org){#intref0015}).

A 62-year-old woman underwent screening EGD, and an 80-mm elevated, laterally spreading lesion suggestive of cancer was found involving the greater curvature of the upper gastric body. Examination of a biopsy specimen showed a well-differentiated tubular adenocarcinoma. A CT scan was negative for nodal and distant metastasis. After discussing the various treatment options, the patient opted for endoscopic resection.

It was difficult to see the entire lesion because of puddle formation when the patient was in the left lateral position ([Fig. 1](#fig1){ref-type="fig"}). Changing her position from left to right lateral allowed much better visualization of the lesion by shifting the puddle to the cardia with the assistance of gravity ([Fig. 2](#fig2){ref-type="fig"}). There was no limitation on endoscope manipulation in the right lateral position. After completing circumferential mucosal incision, we added 3 clip-line tractions to the distal side of the lesion to expose the submucosa, making dissecting much more efficient in retroflexion ([Figure 3](#fig3){ref-type="fig"}, [Figure 4](#fig4){ref-type="fig"}, [Figure 5](#fig5){ref-type="fig"}, [Figure 6](#fig6){ref-type="fig"}). Both the patient's position and multiple clip-line traction allowed satisfactory tissue traction to be maintained until the end of the procedure. En bloc resection was achieved in 160 minutes ([Fig. 7](#fig7){ref-type="fig"}). Complete defect closure was accomplished with 3 endoloops and multiple endoclips ([Fig. 8](#fig8){ref-type="fig"}). The resected specimen measured 118-mm × 99-mm and revealed well-differentiated tubular adenocarcinoma, with the deepest invasion confined to the mucosa. There was no evidence of ulceration, and the margins were negative, with the cancer measuring up to 86 mm × 70 mm ([Fig. 9](#fig9){ref-type="fig"}). Second-look endoscopy confirmed sustained complete closure.Figure 1Identification of a large elevated lesion in the greater curvature of the upper gastric body, although visualization of the entire lesion is difficult because of puddle formation with the patient in the left lateral position.Figure 2A change in patient's position from left to right lateral allows much better visualization of the lesion by shifting the puddle to the cardia using gravity. Marking around the lesion has been performed.Figure 3Endoscopic submucosal dissection strategy before multiple clip line traction. 1, Mucosal incision of the distal side with dual knife. 2, Submucosal dissection of the distal side with dual knife (KD-650U; Olympus Medical Systems Corp, Tokyo, Japan). 3, Circumferential mucosal incision completed with IT 2 knife (KD-612U; Olympus Medical Systems Corp. Tokyo, Japan).Figure 4Completion of circumferential mucosal incision.Figure 5Addition of clip-line traction to the left side of the lesion to expose the submucosa, making dissecting much more efficient.Figure 6Patient's position and multiple clip-line traction allow satisfactory tissue traction to be maintained until the end of the procedure.Figure 7Achievement of en bloc resection.Figure 8Closure of the large mucosal defect with 3 endoloops and endoclips, and complete closure of the defect.Figure 9Resected specimen (118 mm × 99 mm), revealing well-differentiated tubular adenocarcinoma, with deepest invasion confined to the mucosa, no evidence of ulceration, and negative margins, with the cancer measuring up to 86 mm × 70 mm.

Altering the patient's position allowed better visualization of the submucosal plane of the lesion, which was in a tremendously challenging location. Multiple clip-line traction maintained sufficient traction, even for the sizable lesion in the greater curvature of the upper stomach.[@bib3] It would have been difficult to manage post-ESD bleeding from the mucosal defect endoscopically if it had occurred. Therefore, prophylactic closure was performed.[@bib4] This patient was able to avoid invasive gastrectomy because of this technique.
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Video 1Endoscopic submucosal dissection of a sizable cancer through alteration of patient's position and multiple clip-line traction.
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